DISCUSSION ON RECENT ADVANCES IN THE TREAT-
MENT OF CARCINOMA OF THE (ESOPHAGUS FROM THE SURGICAL AND RADIOLOGICAL ASPECTS G. Grey Turner: The cesophagus is still the realm of experimental surgery, and though my first case of excision was carried out as long as twenty-five years ago, I am still undecided on many matters of technique. For some years I have been expecting that in radium or in deep X-ray therapy remedies would be found that would displace radical operations from the realm of legitimate surgical endeavour. My own limited experience of these measures has been disappointing and the personal experience of my friends, both at home and abroad, has been equally so.
The surgical treatment of cancer of the cesophagus has always been hampered by the inaccessible situation of the part involved and by the almost universal idea that malignant disease of this organ is of a peculiarly virulent type and liable to disseminate at a very early stage. The examination of patients who have died of the malady certainly often discloses extensive local spread and involvement of the lymphatic glands with sometimes distant dissemination, but these cases have usually been unchecked by any form of treatment. Even in the worst cases there is probably a stage at which the disease remains localized for a time, and it is only during that stage that the condition may be amenable to radical treatment. In all probability malignant disease of the cesophagus is like similar disease in other situations, and that while perhaps one-third of the cases are unusually malignant, in the other two-thirds the baneful effects are for long a question of environment. It is a striking fact that in the five cases in which I have been able to complete the radical removal of the cesophagus there has been no evidence of dissemination.
The specimens of this condition in most museums show the disease very advanced and far beyond the hope of any radical treatment. In the College of Medicine in Newcastle, there is one specimen of a localized squamous carcinoma of the cesophagus without any dissemination whatever, which was found in a dissecting-room subject by Mr. James Whillis of the Anatomical Department. The man was 76 years of age and there was a history of dysphagia of four months' duration. Malignant disease of the cesophagus is not always rapidly fatal, and I have been much impressed by cases which have survived in comparative comfort for six months or more after gastrostomy, and in whom an ultimate necropsy has provel the true nature of the disease. In one notable case the patient lived for nineteen months after gastrostomy or twenty-one and a half months after the first symptoms of cesophageal Proceedings of the Royal Society of Medtcine 8 obstruction, and even then death was precipitated by perforation with a bougie. A long linear growth at the lower end showed only local spread. In the past there has been little attempt to deal with these cases radically at an early stage. As a rule difficulty in swallowing has been allowed to drag on until it becomes, not only a great discomfort, but a serious menace to life. Thus valuable time is thrown away, and this is borne out by the clinical histories, for in many patients three to six months have elapsed between the first onset of symptoms and the stage at which some active treatment is seriously considered. In forty-six of my own cases this period was just under four months, and in many it was from six to nine months.
It should be remembered that the first symptom may be an attack of difficulty in swallowing which may pass off completely. This should be looked upon as a warning and an absolute indication for careful investigation. All surgeons ought to be familiar with the occasional yet outstanding successful results of radical surgery. I confess that I have always been fascinated by the story of Torek's patient, the old woman who had a growth removed by the transthoracic route and who lived comfortably with the aid of an external rubber cesophagus for nearly fourteen years and then died at a good old age from pneumonia. Lately my imagination has been stirred by the case reported by Arthur Evans in which the patient was alive and well twenty-three years after the removal of the pharynx and cervical cesophagus for cancer. It may of course be urged that these are rare and fortuitous happenings, but I contend that if we could overcome the technical difficulties and resort to radical surgery at an earlier stage they might be not infrequently repeated. I do not propose to deal in detail with malignant disease of the cervical cesophagus. I quite recognize that it presents many opportunities for surgical intervention and that the results of extirpation have been very encouraging, as in the series reported by Logan Turner. It seems to me, however, that the difficulties of restoration are very great, and that removal is often hampered by the desire of the surgeon to leave conditions favourable for repair. On the next occasion when I have to deal with this condition I propose to excise the growth freely without regard to repair of the defect and to make an upper cesophageal or pharyngeal fistula and at a later date attempt to construct an extrathoracic cesophagus. When the growth is low in the cervical cesophagus, or at the commencement of the thoracic cesophagus, some help in access may be gained by dividing the sternomastoid completely and resecting the inner third of the clavicle. With this aid the cesophagus can be separated and divided well down into the superior mediastinum. Many years ago I was impressed by the posterior mediastinal exposure when I had the privilege of assisting Rutherford Morison to remove a foreign body from this part of the cesophagus. The man was emaciated and it seemed to me to be a feasible method, but when I came to try this operation in the case of cancer I found it to be very difficult, largely for anatomical reasons. Arm-chair contemplation assisted by the alluring pictures in textbooks and surgical journals makes the operation appear comparatively simple, but a study of transverse sections of the thorax soon corrects any such impression. In any event, successful excision leaves the surgeon with the problem of restoration, 'ind I am certain that local efforts at formation of a new gullet from skin flaps at the site of excision must give place to the construction of a new cesophagus by the anterior route. But in spite of what I have said the posterior exposure has one advantage that appeals to me, namely, that the surgeon has every opportunity of conducting the necessary manipulations under direct vision.
Years ago I was further attracted by a picture from Torek which showed a patient with the cesophagus enucleated from its thoracic bed and lying limp and dependent on the anterior chest wall. This suggested to me the idea that it might be possible to excise the whole cesophagus by enucleation, and led me to develop the operation which I have designated the "pull through " method, and which my friends compare to the " drawing " of the medieval executioners. This plan has at last rewarded me with one complete success. I have also explored an cesophageal growth from the abdomen on eleven occasions in which I was not able to complete the removal. Briefly the steps of the operations are as follows: First operation.-Preliminary exploration of the abdomen to determine that there are no secondary deposits in the liver, or extension of the growth to the glands along the lesser curve. At the same time gastrostomy is carried out.
Second operation:
Step A.-The abdomen is reopened through a middle line incision carried high up between the left costal margin and the xyphisternum. The left lobe of the liver is detachedl from the diaphragm and turned to the right, exposing the abdominal portion of the cesophagus. A quantity of one half per cent. novocain solution is then injected around the lower thoracic cesophagus to distend the cellular spaces around it, and in the hope of displacing the pleura. The peritoneum over the wesophagus is incised, and enucleation commenced by the fore-finger introduced through the hiatus and worked up as far as possible around the tube. When no further separation can be accomplished, the abdominal area is covered with sterile towels, and the field of operation is transferred to the neck.
Step B.-A transverse or oblique incision is made just above the left clavicle, dividing tbe sternomastoid. The cervical cesophagus is exposed by blunt dissection and separated by the finger as far down as the latter can reach. The cesophagus is then ligatured and divided as low down as feasible, but at least two inches above the growth. The lower end is carbolized or smeared with bipp and allowed to retract, while the upper end is brought out of the cervical incision where it is fixed to the skin without tension. The remainder of the incision is closed around it.
Step C.-A return is now made to the abdomen, and traction is made on the cesophagus. If it can be withdrawn from its bed well and good, but if not it must be dragged down while further separation is carried out by the fingers. Sometimes it has been necessary to introduce the whole hand into the posterior mediastinum to comnplete the separation. At this stage one or both vagus nerves will probably be divided or torn. When the cesophagus is freed from its bed it is ligatured at the cardia and cut away from the stomach, and the stump securely buried by pursestring sutures.
Step D.
--The open cesophageal tunnel is closed by suturing the left lobe of the liver over its mouth, and the abdomen is closed.
This plan was carried out twice without meeting with success. In the first case the patient lived for a week, and in the second the man died suddenly on the night of the operation, and the post-mortem showed that both pleural cavities had been opened. The third was more fortunate, for the patient recovered, and it is this case which I want to bring to your notice this evening.
The patient was a man 58 years of age and one of the best type of north-country coal-miners, always cheerful and optimistic and an excellent patient. He first came under my observation at the beginning of April of this year (1933), complaining of serious difficulty in swallowing. This trouble had only commenced eight weeks before I saw him and had rapidly got worse. He complained that solids appeared to stick at the level of the lower end of the sternum and that he could only manage to swallow foods of the consistency of porridge and well-masticated bread. Under treatment from his own doctor he improved a little, but the disability was really progressive and during eight weeks he had lost no less than the three stones in weight. There were no exterDal physical signs but the X-ray appearances ( fig. 1 ) were characteristic of neoplasm in the middle of the cesophagus. On April 5, my surgical registrar made a gastrostomy and at the same time determined that there were no secondary deposits in the liver. As a result the patient improved, and I determined to make an attempt to remove the growth. There was no special preparation beyond the fact that the patient frequently swallowed small quantities of a solution of peroxide of hydrogen of the strength of 1 in 10. On Friday April 28, I carried out the " pull through " operation. This was conducted under general anasthesia, mostly by open ether, and this was entirely satisfactory. The general lines of the operation were as I have already outlined and have previously described in the Bigelow Lecture.' When the finger was introduced through the hiatus by the side of the casophagus the growth was felt just within reach but by pulling on the cesophagus and thrusting the finger up as far as possible I was able to separate it all round. Having done as much as I could from below, the operation field was then removed to the left side of the neck, the open abdomen being protected by sterile towels. With the finger gently thrust into the superior mediastinum the upper part of the growth could just be felt but I failed to reach the level of separation below. The cesophagus was then surrounded by a strong silk ligature at as low a point as it could be tied and this was felt to be a little above the bronchus. It was cut across with the cautery,pand the lower end and the parts around freely smeared with bipp. The proximal end which had been controlled by a light clamp was now brought out of the incision which was packed with gauze. Again, a return was made to the abdomen. It was found that the cesophagus was still firmly held near the root of the lung and that strong traction did not loosen it completely. Incidentally it was observed that this pulling did not appear to affect the patient adversely. As the cesophagus was drawn down towards the abdomen the left vagus was seen and divided with scissors. The right nerve was not seen and may have been spared, though on the other hand it may have been torn through in the final act of separation. As soon as the cesophagus was drawn into the abdomen there was a rush of air and it was found that a hole which would easily admit two fingers, had been torn into the right pleura. This was temporarily plugged with gauze. There was very little bleeding from the cesophageal tunnel. The fact that the right pleura was torn is of importance because I had contemplated collapsing the left lung as a preliminary, and had this been done the patient might not have left the table alive. The plugging of the rent in the pleura gave the ansesthetist an opportunity to stabilize the patient and after a short time normal breathing was resumed. When this stage arrived the esophageal hiatus in the diaphragm was closed by suturing the left lobe of the liver over it like a lid, after the withdrawal of the gauze, and this effectually arrested the entrance of air into the mediastinum. The cesophagus was then ligatured and cut off from the cardiac end of the stomach and the stump invaginated by three purse-string sutures. The abdomen was then closed and a return made to the neck. The end of the cervical cesophagus was brought through a separate button-hole in the skin just below the inner end of the transverse incision and was anchored to the sternomastoid which was closed around it and the margins sutured to the skin, a No. 12 rubber catheter being tied into its lumen. The sternomastoid was repaired with catgut and the whole wound closed by interrupted sutures. The operation occupied one hour and forty minutes, the patient remained in good condition throughout and left the theatre remarkably well. The growth was a localized carcinoma of constricting type ( fig. 2 ) and graded II by Broder's method. It had not extended beyond the wall of the cesophagus. The after-progress was singularly smooth. The day after operation he was wonderfully well and did not admit of pain in the chest or any special discomfort. On the second day the pulse rose to 120 but the patient was looking quite well and expressed himself as comfortable. On the third day there was a troublesome cough, but the pulse was slower and the patient obviously doing well. There had been a good discharge of saliva from the catheter in the cervical cesophagus, but on swallowing a little water some of it escaped by the side of the tube. A further ligature was applied around the cesophagus to refix the catheter in position and to prevent leakage, and the experiment was made of connecting the catheter with the gastrostomy tube, the patient then being able to swallow directly into the stomach. But for purposes of feeding the gastrostomy was used and it was generally found more convenient to allow the neck catheter to discharge into a bottle. At this stage swallowing hurt him a little and he preferred to spit out a good part of his saliva. Despite minor troubles the patient continued to make an excellent recovery and was able to leave the hospital on the twenty-third day following the operation. By this time he had been fitted with a rather larger catheter into the cervical fistula and this was followed by a rubber tracheotomy tube which was kept in position by tapes.
I have always felt that there could be little satisfaction in carrying this operation to a successful issue unless it was possible to restore the power of natural feeding. Fortunately many workers in various parts of the world have succeeded in constructing some type of new cesophagus which functions satisfactorily, and numerous methods have been employed. I would like to say that in my view the best method is the one which I always associate with the name of Rovsing,1 who constructed a new cesophagus by making a tube from the skin over the front of the chest. In my case I completed the lower end by an isolated loop of jejunum with which the gap between the skin tube and the stomach was bridged. This seems to me an excellent plan, although there are details of great importance which must be observed if it is to be successful. In the case which I have just related I intended to endeavour to construct a new cesophagus, and the first stage of the plastic operation was carried out on June 28, that is just a day short of nine weeks after the date of the first operation. At this time he was in very good general condition, happy and cheerful, though he did not appear to have gained much weight. The first stage was the formation of a skin tube extending slightly obliquely from just below the clavicle to the costal margin, to the left of the sternum. This tube was made after the plan of Professor Rovsing, and with the help of the practical points mentioned by Mr. HI. H. Sampson, of Birmingham, in his description of a recent case. The suturing was done over a rubber tube the size of a No. 14 catheter, and the only difficulty was to provide a sufficient skin covering for the lower end, and to enable this to be carried out it was necessary to make two lateral tension incisions. A rubber tube was stitched into the cervical fistula to carry away the saliva from the operation area. At this stage I contemplated uniting the new tube to a cone of stomach at another sitting, after the method used by Rovsing, but on opening the abdomen I found it was difficult to get a sufficient cone, and though I fixed it into the parietal incision and just under the skin, it was not used. A week later the suture line was perfectly healthy, there was no sign of necrosis, and the patient's condition was good. On July 14, that is to say sixteen days after the first stage of the plastic operation, an attempt was made to connect the cervical fistula with the upper end of the skin tube. This was done by the same method employed for the making of the first tube, but to lessen the risk of contamination a rubber tube was fixed in the cervical fistula to act as a bridge between it and the skin tube. A week later when this wound was dressed it was found that the upper part of the area had broken down, exposing the end of the rubber tube which had slipped out of the cervical cesophagus. I feel sure this occurred as a result of the difficulty of bringing the rubber tube over the prominent clavicle. At first the defect was comparatively small, but it soon gave way right down to the upper end of the original skin tube. It was decided to leave this alone until the lower end had been completed. Accordingly on July 8, the following operation was carried out: the abdomen was opened and the upper jejunum exposed, a loop about 8 in. long was selected opposite a primary arterial arcade. This was isolated from the remainder of the jejunum, the mesentery being carefully divided so as to avoid injuring the main vessels. Continuity of the intestine was restored by end-to-end anastomosis. I then proceeded to expose the posterior surface of the stomach about its middle, and one end of the isolated loop of jejunum was united to it by an end-to-side suture. Quite inadvertently it was the upper or proximal end of the isolated loop which was joined to the stomach. The other end of the loop of jejunum was temporarily closed by a running suture and brought through the lesser sac up in front of the stomach and out through the upper end of the abdominal incision. In this situation a bed was prepared for it by raising a little flap of skin and rectus sheath from the left side. The loop was then carried up to the end of the *skin tube where it lay comfortably without the least tension. The end of the skin tube was then carefully isolated from its overlying dermal covering, and it and the intestine united. This part of the operation was done by joining the posterior surfaces with a series of mattress sutures of black silk, and this was followed by through aDd through sutures of continuous catgut. The latter was reinforced Lembert fashion by a series of silk sutures over the anterior aspect. The external skin was approximated over the suture line, great care being taken to evert the margins. In closing the abdominal incision one or two sutures were used to anchor the jejunal loop to the wound edges in order to provide for any drag on the anastomosis. The final result looked most satisfactory, and there was never any anxiety about the immediate after-progress. The man was more upset than by the previous stage of the plastic operation and indeed he seemed to feel this interference more than the removal of the cesophagus. For about a week he complained that he felt something sharp in his inside after feeding, and there was some little trouble in getting the bowel function restored. Even at this stage he said he felt some regurgitation up the skin tube, especially just after gastrostomy feeding. During the second week he seemed to get on fairly well, and when the wound was dressed there was no evidence of infection, but the skin looked bluish and the suture line indolent, and when the stitches were removed it was noticed that there was a little necrosis of the edges and that they were retracted a little. On the twelfth day I was struck by the appearance of the patient. He looked ill, was anaemic, and had a tendency to cyanosis,. and evidently felt the cold, for though it was midsummer he had procured a pair of cotton gloves to keep his hands warm. The whole scars of the previous operations looked bluish, and it suddenly struck me that the appearance suggested a state of sub-nutrition associated with the onset of scurvy. On inquiry I found that the patient was having three pints of liquid nourishment per day at four-hourly intervals. The feeds consisted of milk, alternating with bovril, three eggs and about 6 oz. of whisky each day. He expressed himself as satisfied. On the next day he had a small secondary hawmorrhage from the upper part of the mid-line abdominal incision, the edges of which had also separated a little. On this day Dr. T. N. Armstrong was consulted about the diet. He took the same view as I did and advised that there should be more variety. The patient was accordingly put on vegetable soup, with invalid-instead of ordinary-bovril, and marmite, with in addition one teaspoonful of liver-extract cocktail before each feed. Dr. Armstrong also prescribed a mixture of arsenic and iron with some adexoline. From this time the patient made better progress, and the condition of the wound steadily improved, but in spite of this by August 28 a fistula had formed at the junction of the intestine and skin tube. The mucous membrane could be seen pouting through the opening which soon became about the size of a shilling. Occasionally after feeding there was is 361 362 Proceedings of the Royal Society of Medicine 14 some regurgitation followed by escape of food. An attempt was made to deal with the fistula by carefully packing it with gauze in order to prevent the mucous membrane from separating the edges, and this certainly helped to diminish its size.
The mid-line incision was considerably improved. and there were now quite exuberant granulations. On October 4 a further operation was carried out in order to unite the cervical fistula with the skin tube and to close the lower fistula. For the latter purpose the edges all round were under-cut. Some of the black silk sutures were found hanging loose and were removed, and this time the repair was completed by catgut throughout, care being taken to protect the suture line by everting the skin edges and drawing them together with mattress sutures.
The upper part of the cesophagus was then restored. This was done by making free incisions surrounding the gap, but in order to allow this part of the tube to lie comfortably without tension the clavicle and the cartilage of the first rib were exposed and a broad deep groove cut on the anterior surface thus forming a gutter in which the new tube lay very comfortably. In order to get sufficient skincovering it was necessary to make two lateral tension incisions. After this interference the patient did well, and from the first could swallow his saliva. The operation was done on a Wednesday and on the Sunday he surreptitiously sucked a dozen grapes and swallowed the juice. Exactly a week after the operation he was seen to swallow the last part of his gastrostomy feed, which went down with the greatest of ease. After this all swallowing except of saliva was strictly interdicted. On the fourteenth day a small area of exposed mucous membrane was noted in the region of the fistula repair and through the opening there was a thin mucous discharge. It was a tiny hole which would just admit the end of a quill. On the seventeenth day after the operation the patient swallowed a pint of liquid food and there was very little leakage; the pouting mucous membrane in the fistula was cauterized. Three weeks after the operation the patient was very well and said he felt as if he might have been at his daughter's wedding; two days later he ate some wedding cake.
Six weeks after the last stage the gastrostomy tube was removed and the patient was able to take all food by the mouth. On this day a film (shown at the meeting) was made at tea-time when he had a poached egg with three slices of bread and butter, two pears and half a pint of tea. There was scarcely any leakage. Next day a small rubber patch was fixed over the fistula by McNeill Love's method. This was completely successful for forty-eight hours, when leakage restarted and the patch had to be removed. The fistula was now a good deal larger so that the gastrostomy tube was reinserted and a few days later the fistula was exposed and closed by suture. This time the whole area was covered by a flap of skin so that the suture line in the external skin and the deep sutures were not superimposed.
So far as the operation for the excision of the cesophagus is concerned, my failures have been the greatest possible encouragement and I want particularly to refer to the case of a man, aged 56, who lived for eight weeks after removal of the thoracic cesophagus together with the whole stomach and spleen ( fig. 3 ) and whose death was due to failure of technique rather than to any inherent difficulty. He came under my care when in bad condition and as a first stage I explored the abdomen and carried out jejunostomy; five weeks later the major operation was performed. From the first I considered this patient an unsuitable subject because he was a nervous bulky man, with a deep chest, a short thick neck and shortness of breath from emphysema.
The operation was carried out as in the case I have already detailed, except that the great omentum was used as a plug to close the lower part of the cesophageal tunnel. In order to get the cervical cesophagus to come to the surface without tension I had to separate it rather freely towards the pharynx. Having got it to the surface I suspected that its blood supply was impoverished and matters were made worse by introducing a large self-retaining catheter (No. 18) in the hiope that we might effectually control the escape of saliva and keep the patient more comfortable. He got over the ordeal of the operation quite well and all appeared to be going on happily until the fourth day when there was an abundant escape of offensive fluid from the neck wound. The catheter was loose and had to be removed when it became clear that the zesophagus in the neck had sloughed and was partly retracted so that its lumen was communicating freely with the posterior mediastinum. One would have expected that as a consequence of this calamity the patient would have succumbed almost at once to acute mediastinitis, but he lived for nearly eight weeks.
During that time the cesophageal tunnel was irrigated two or three tinmes a day from the wound in the neck, and at one time we had reason to hope that this tunnel was becoming obliterated, and that a fistula would form in the neck, leaving us only with the problem of making a new cesophagus. To add to his troubles a portion of the great omentum prolapsed through the lower end of the abdominal incision. One can only say that this man slowly died from septic absorption because we were not able to shut off the cesophageal tunnel from the pharynx, nor did we succeed in draining it from a dependent spot. At the necropsy the lower part of the tunnel, which had been plugged by the omentum, was found to be safely obliterated and indeed the omentum had become so closely incorporated with the cellular tissue that it could not be separated without tearing. The upper part of the tunnel was really an abscess cavity but with smooth walls lined by fine granulations, and beautifully shut off from the surrounding parts without evidence of any extension of the septic process. Most of the casophagus in the neck had disappeared and the lower end of the open pharynx communicated directly with the postcricoid space. But the most encouraging feature of all was the entire absence of dissemination of the growth.
In the last case in which I operated I must again confess failure due to technical errors, but errors which it ought to be possible to avoid in the future. The patient was a female, aged 57, who gave a history of dysphagia of four months' duration. Everything went well at the operation until in the concluding stage the pleura was torn. Even so the patient soon got over this accident and left the table in good condition. For the first four days progress was good but after that time she was obviously not so well and there was evidence of some profound nutritional change. From the first there had been a little leak by the side of the gastrostomy tube and about this time it was discovered that the whole thickness of the abdominal wall between the gastrostomy and the middle-line incision had sloughed as though its blood supply had been completely interrupted. The sloughing area was cut away and measures taken to repair the leak but in spite of our efforts she developed parotitis, wasted rapidly, and gradually died on the ninth day following the operation. The necropsy showed that the infection from the sloughing abdominal wall had extended throughout the wound and had crept down the track of a drainage tube which we had brought from the neighbourhood of the cesophageal hiatus and from there it had reached the left pleural cavity. But even in this case we had learnt our lesson so far as the cervical cesophagus was concerned for the neck wound was completely healed and the cesophagus was united to the surrounding tissues. without any sign of necrosis and there was no infection of the deeper tissues of the neck. I feel sure that had it not been for the accidental infection round the gastrostomy this patient would have recovered.
As a result of my experience I would like to say that radical surgery seems to me to hold out some~pronwise. It will be better not to attempt the repair of the cesophagus in situ, but, after recovery from the excision, to supply the defect by making a new cesophagus by the anterior route., For growths of the upper end I would suggest an excision with formation of a cervical fistula and completion by a new cesophagus. For the lower end I would adopt the plan I have outlined, but for the middle portion I am inclined to give further consideration to the posterior mediastinal, or the transthoracic route. We require more information as to the exact living anatomy of these growths than we have got in the past and for that purpose I look to the radiologists and those who make oesophagoscopic examinations as well as to the result of surgical exploration. Those who have always looked on the black side of the cancer problem will be inclined to nourish this hopeless attitude with regard to this particular matter. To those more optimistic I would like to add the encouragement of my experience. I cannot forget that when Sir Spencer Wells. was doing his pioneer work on ovariotomy his mortality was so high that there were those who said he ought to be prosecuted, and yet we now know how safe a harbour he finally reached and how his pioneer work helped to lay the foundation of the success which abdominal surgery enjoys to day. Many may criticize the presentation of the one successful case which I present to you this evening because it is so recent that we can have no assurance as to the ultimate freedom of the patient from recurrence. To them I can only say that the restoration of the capacity of normal feeding with some hope of freedom from recurrence has already proved an ample reward for the patient and his friends who had been led to believe that his condition was beyond all human aid. The contemplation of this aspect of the matter again reminds me of Sir Spencer Wells and of a visit I made some thirty-three years ago to the house which had been his home at Golders Green. Over the portal I was delighted to read these words "Do to-day's work to-day." That I have always believed to be an excellent motto for the investigator, for it is a mistake to allow doubt and fears for the future to interfere with the work in hand.
Carcinoma of the (Esophagus treated by Radiation By F. J. CLEMINSON and J. P. MONKHOUSE (From the Feren8 Institute of Oto-Laryngology, Middlesex Hospital.)
THE material on which the following study is based consists of all the cases of carcinoma of the cesophagus treated in the Throat Department of the Middlesex Hospital during the years 1925-1932. The writers are greatly indebted to Mr. Somerville Hastings and Mr. C. P. Wilson for allowing their cases to be included. In all there are 89 cases, 79 in men and 10 in women. Postcricoid growths have been excluded. Preliminary bioscopy was carried out in 72 cases of which 70 proved to be squamous-celled and one a spheroidal-celled carcinoma, while one was a myeloma. This last case was reported by Gordon Scarff in the Journal of Laryngology, xliv, 324.
The accompanying diagram shows the site of the growths, the dots representing the level of the upper edge. The tumours are classified as upper, middle and lower, the deciding factor being whether the greater part lies in the first three, the last three or the intermediate four inches of the gullet. The The general mode of treatment has been as follows: First an cesophagoscopy for diagnosis, with removal of a fragment of the growth for section. Next the patient is examined by X-rays to determine the length of the stricture-and for this examination the Trendelenburg position is essential; otherwise the lower end is undefined. From this information the dose of radon to be used and the length of the applicator are decided upon. Finally at a second cesophagoscopy the radon is placed in position and left for seven days.
In the earlier cases radium bromide was used, but later on radon took its place. The original applicators were Zeppelin-shaped containers made of silver and kept in place by a silver wire long enough to be passed round the head of the patient. The internal screen was of platinum 0 * 5 mm. thick. In 1929 acting on a suggestion made by A. J. Wright, radon seeds were used, applied by means of a S:uttar's tube. A layer of strapping, sticky side out, is wound on the tube and to this the seeds are made to adhere in groups of four, secured still more firmly by a circular silk ligature round each group. Over all is applied a spiral band of thin dental rubber. A long silk thread is passed downwards through the lumen and brought back along the outside of the tube and through the collar. This does not interfere with the passage of the Souttar's tube through the cesophagoscope, prevents the radon from passing through the stricture
